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answer all of them.
1. Is ablation safe? The answer is yes. Ad and colleagues 1 report very low morbidity and mortality among the 473 patients in this series who underwent combined ablation and mitral valve surgery. 2. Does ablation provide good rhythm control? The answer is yes. In accordance with Heart Rhythm Society guidelines, Ad and colleagues 1 collected excellent follow-up on their patients. At 7 years' follow-up, 66% of the patients were in sinus rhythm, and 55% were both in sinus rhythm and free of antiarrhythmic medications. 3. Does ablation reduce the risk of stroke? Again, the answer is yes. In fact, with a 96.6% freedom from embolic stroke at 7 years, surgical ablation combined with management of the left atrial appendage represents the most effective strategy for stroke prevention in patients with AF.
These results point to a single conclusion: perform ablation in patients undergoing mitral valve operations who have AF.
THE OPERATION
To this point, we have been using the term ablation. Now it is time to be more prescriptive. Ablation is a broad term, encompassing many different operations. In patients undergoing mitral valve operations who have AF, the correct ablation procedure is the Cox-maze III or IV. For most surgeons, this means an energy-assisted Cox maze IV. There is no need to seek shortcuts or eliminate lesions. The use of alternate energy sources makes the operation reasonably quick and carries minimal risk of bleeding. Which energy source is best? Ad and colleagues 1 noted greater freedom from AF with cryothermy alone than with the combination of cryothermy and bipolar radiofrequency. This finding suggests the need for a randomized, controlled trial to compare these energy sources.
No matter which energy source is chosen, surgical expertise counts. In this series, the most experienced surgeons achieved the best results. This likely relates to nuances in surgical technique. Placing lesions in the correct locations and avoiding gaps in ablation lines enhance results.
